Health Insurance Waiver Form

Please circle your union:

AFSCME BUILDING TRADE  CODE FIRE NON-REPRESENTED

POLICE

Name Employee ID#
SS# Department/Division
Present coverage: [ 1 Anthem

[ 1 Single

[ 1 Family

[ 1 Integrated HRA
[ 1 Do not presently have insurance with the city

[ 1 Health Insurance
[ 1 Dental Insurance*
[ ] Vision Insurance* Effective Date:

I would like to waive:

Reason for waiving coverage:
Currently have insurance through
[ 1 Spouse/Equal Partner’s employer
[ 1 Another City employee
[ 1 City of Cincinnati Retirement
[ ] Other
Insurance Carrier

ID # EP/Spouse’s SS#

I hereby waive the insurance coverage, as indicated above, through the City of Cincinnati.

I understand by waiving this coverage, I will not be able to re-enroll until the City of Cincinnati’s
Open Enrollment or unless I have a qualifying event and lose my insurance coverage.

Signature Date

*FOP and AFSCME union employees need to contact their union regarding dental and vision benefits.

*Management employees’ dental and vision benefits are 100% employer paid.
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